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Dr. Melick of Phoenix Rebuts Editorial 
“Ligation of Internal Mammary Arteries” 


The following letter written by Dermont W. Melick, M.D. of Phoenix to the Editor of 


No. | 







Southwestern Medicine in rebuttal to the editorial “Ligation of The Internal Mammary 
Arteries”* is being published here at the author’s request. Medicine is a far from exact science 
and many, strong and diverse opinions exist in numerous areas. Open and vigorous discus- 


sion is always rewarding —THE EDITOR. 


I recently attended a meeting at one of our 
local hospitals and, at that time, the editorial that 
you so obligingly reprinted, taken from the New 
England Journal of Medicine, was read and the 
following comment was made: “This rather caustic 
editorial would lead one to believe the operation 
is simple (probably no more than an office pro- 
cedure) and such simplification would make one 
conclude that the editorial must have been writ- 
ten by one of our beknighted saints in the field of 
internal medicine who has retired into his ivory 
tower and long since removed himself from the 
gory and degrading atmosphere of the surgical 
abattoir, The tone of this editorial points up again 
quite sharply that in medicine we still have our 
skeptics and possibly it is to them that we owe 
our big advances in medicine based on the fact 
that we work hard to overcome their cynical and 


disparing attitude.” 


I think it should be pointed up that the ligation 
of the internal mammary arteries is still very 
much in the developmental stage and, instead of 
accepting and reprinting an editorial as obviously 
biased and berating an operation that is “in the 
fashion”, we should try to discover the truth as 
to whether the operation does or does not relieve 
angina. Dr. Robert Glover, in a personal com- 
munication to me recently, stated the following: 


*This editorial was first published in The New England Journal of 
Medicine and republished with editorial comment in Southwestern 
Medicine of November 1957. 
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“Anatomically there is a communication between 
the pericardio-phrenic arterial system and the 
peripheral radicals of the coronary arterial system. 
This has been established again in our Laboratory 
and, from a historical standpoint, it has been 
shown on numerous previous occasions since 
1880.” The defect in all Laboratory experiments 
to the present date has to do with inability to 
prove that the procedure actually increases cardiac 
flow measurably. It is not improbable, however, 
that this inability to prove change in cardiac 
flow is due to lack of a good method for measure- 
ment. Dr. Glover reports that 68% of his patients 


have shown clinical improvement. 


Further, in the recent weekly issue of SCOPE, 
the following is taken: “Drs. C, R. Blair, R. F. 
Roth and Harold A. Zintel of St. Luke’s Hospital, 
New York, state: ‘It is suggestive that bilateral 
internal mammary artery ligation in dogs does 
lead to a significant contribution of arterial blood 
from the extra cardiac mammary circulation to 
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the coronary circulation. 


It seems to me that it would be well for you 
and other individuals who are writing editorials 
for a fairly wide medical audience to keep in mind 
“be not the first to condemn, nor the first to 
accept”. 


Very truly yours, 


D. W. MELICK, M.D. 
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By W. Compere Basom, M. D., El Paso, Orthopaedic Editor of Southwestern Medicine 


ORTHOPAEDIC SURGERY NOTES 





Southwestern Medicine To Have Orthopaedic Feature 


Plans are now being formulated to create an Orthopaedic column for SoutH- 
WESTERN MEDICINE. Dr. W. Compere Basom has been recently appointed the ortho- 
paedic representative for the Texas Orthopaedic Association to SOUTHWESTERN 
MEDICINE. The appointment was made by the president of the Association, Dr. Mar- 
garet Watkins. 


The orthopaedic column will be called “Orthopaedic Surgery Notes” and will 
consist of book reviews, news items, editorial comments and scientific — which 
may be of interest to the readers of SOUTHWESTERN MEDICINE. It is hoped that in 
doing this the large volume of new books and periodica!s can be summarized and 
the advances can be listed for quick reading. 


Dr. Basom took his training in orthopaedic surgery at the Mayo Foundation, 
Rochester, Minnesota and obtained a Master of Science Degree in orthopaedic sur- 
gery from the University of Minnesota in June 1941. 


Since July 1941 he has practiced orthopaedic surgery in El Paso and has been 
a partner with Dr. Louis W. Breck. 


During World War II Dr. Basom was stationed at William Beaumont Army 
Hospital and has been a Civilian Consultant to that hospital since 1946. 


Dr. Basom is a Diplomate of the American Board of Orthopaedic Surgery and 
a Fellow in the American Academy of Orthopaedic Surgeons. He is a member of the 
Southern Medical Association, Western Orthopaedic Association, Texas Orthopaedic 
Association, International College of Surgeons, past Chief of Staff Hotel Dieu 
Sisters’ Hospital and Providence Memorial Hospital in the Orthopaedic Section, 
Texas Railway and Traumatic Surgical Association, American Medical Writers’ As- 
sociation, Texas Rehabilitation Association, Association of American Physicians and 
Surgeons, American Medical Education Foundation, American Fracture Association, 


Association of Military Surgeons of the United States, National Rehabilitation As- 


sociation, ané 


A reporter visiting a certain foreign country 
_reported on his return that there was a doetor 
for almost every part of the body. There were 
doctors who treated only the eye; others who 
treated only the intestinal tract; others who did 
only head surgery and so forth. The only thing 
unique about this report was that the reporter 
was Herodotus and his report concerned ancient 
Egypt. 

It is therefore to be hoped that the reader will 
pardon SOUTHWESTERN MEDICINE for its 
slight departure into the field of orthopaedic surg- 
ery. It is hoped that the reader is interested in this 
field. This section will deal with orthopaedic news 
items, book reviews and comments on advances in 
the field. The Orthopaedic Editor will attempt to 
present interesting scientific papers about this 
subject also. 


News Item: The recent annual meeting of the 
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a Fellow in the Southwestern Surgical Congress. 


American Fracture Association in El Paso was a 
huge success according to Dr. H. W. Wellmerling, 
the Secretary General. In a recent letter he stated 
that it was one of the best. He enjoyed all of the 
social activities very much and also stated that 
there were more papers and better ones than in 
any of the previous meetings, In fact, he stated 
that it was better than the Chicago meeting and 
he particularly enjoyed the friendliness of all the 
people in this area. 

It is interesting to note that the American 
Fracture Association’s primary aim is the elevation 
of fracture treatment standards. It is a friendly 
organization composed of doctors who like to treat 
fractures and who like to get together and discuss 
their problems. It was voted at the last meeting 
that a new publication of the topography of pin- 
ning of fractures would be introduced and brought 
up to date and that surplus funds would be used 
for teaching purposes. 
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The next meeting will be in Oklahoma City in 
1958. In 1959 the meeting will be in New Orleans 
and in 1960 the meeting will be held in Mexico 
City. The fracture association has quite a few 
members in Mexico City and it is anticipated that 
this will be an extremely pleasant and instructive 
meeting. 

It is very commendable that the journal 
“Lancet” has requested the papers of Dr. George 
W. Horton and Dr. William C. Westen for pos- 
sible publication. 

It is notable that speakers and members came 
from coast to coast; from Minnesota to Mexico 
and Cuba, and that the meeting was intense and 
yet extremely enjoyable, 

The round table luncheons were so arranged 
that each doctor could attend the table containing 
the speaker of his choice. We enjoyed having Dr. 
Franklin Lowe from San Francisco who unoffh- 
cially showed movies of long term follow up over 
a period of many years of Albee reconstruction 
operation of the hip and of a conservative non- 
surgery method of correcting genu varus and 
valgus. These extreme long term follow-ups were 
very interesting and instructive. Dr. Lowe stayed 
Monday afternoon after the meeting closed at 5 
P.M. and very kindly presented these films. 

The excellent response of the orthopaedic sur- 
geons in this area was very pleasing and it is 
hoped that in the future summaries of the 26 





papers presented at the main meeting can be 
printed in this journal. 

These orthopaedists were Dr. Charles B. Sadler, 
Dr. Morton H, Leonard, Dr. S. Perry Rogers, Dr. 
William C. Westen, Dr. R. W. McIntire, Dr. 
George L. Dixon, Dr. Mario Palafox, Dr. Perry J. 
C. Byars, Dr. David M, Cameron, Dr. George W. 
Horton, Dr. John S. Moore, Dr. A. E, Luckett and 
Dr. Zigmund W. Kosicki. 


One of the new points brought out at the 
meeting was the use of the Hansen-Street intra- 
medullary femoral nail for supracondylar and “T” 
fractures of the lower end of the femur, By the 
use of threaded holes at the lower end of the nail 
the fragments can be approximated on the nail 
and then with a threaded pin can be fixed to the 
rod. 

Book Review: Campbell’s Operative Ortho- 
paedic Surgery, Shands and Raney, Handbook of 
Orthopaedic Surgery, Key and Conwell Fracture, 
Dislocation and Sprain, The Yearbook of Ortho- 
paedic and Traumatic Surgery, Clinical Ortho- 
paedics and The Journal of Bone and Joint Sur- 
gery will be summarized in the near future. 

The Quarterly Cumulative Index Medicus and 
The Excepta Medica of Orthopaedics and Trau- 
matology are useful items in helping the ortho- 
paedist keep up to date. From time to time reviews 
of these and other interesting items will be carried. 





Texas District One to meet in Pecos 


Texas District One Medical Association will 
hold its 1958 annual meeting Feb. 11 in Pecos. 

The program will be presented by El Paso 
Chapter of the American College of Surgeons, 

Officers of the Association are W. A. Jones, 
M.D., El Paso, president; William E. Lockhart, 
M.D., Alpine, vice-president; and E, S. Crossett, 
M.D., El Paso, secretary-treasurer. 

The Program 


9:00 A.M. Panel Discussion: Intestinal Obstruc- 

tion. 
Moderator—J. Leighton Green, M.D. 

1. Diagnosis—Ward Evans, M.D.— 
10 min. 

2. X-ray—Gordon Black, M.D.— 
10 min. 

3. Electrolytes and Intubation—Chas. 
E. Webb, M.D.—10 min. 

4. Treatment—W. W. Wollmann, M.D. 
—10 min. 

5. Question and answer period—30 min. 
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Intermission. 
Indications for Hysterectomy—Gerald 
H. Jordan M.D.—20 min. 
10:40 Peripheral Vascular Surgery—Leo 
Villareal, M.D.—20 min. 
12:00—Lunch 
1:30 Panel Discussion: Antibiotic Therapy, 
Current Status. 
Moderator—H. D. Garrett, M.D. 
1. In General Surgery—Leigh L. 
Wilcox, M.D.—10 min. 
2. In Medicine—Frank C. Golding, 
M.D.—10 min. 
3. In Urinary Infections—A. W. 
Multhauf, M.D.—10 min. 
+. In E.E.N.T.—Maurice P. Spearman, 
M.D.—10 min. 
5. Question and answer period—30 min. 
2-40-2:50—Intermission. 


10:10-10:20 
10:20- 


2:50- Lesions of the Cervix—C, C. Boehler, 
M.D.—20 min. 
3:15- Business Meeting. 











THE PRESIDENT’S COLUMN 


The Southwestern Medical Association 
By Louis G. Jexet, M.D., Phoenix 


Various medical organizations exist for different 
reasons, and have different purposes, functions, or 
goals. Roughly, these functions may be. divided 
into the following catgories: scientific, political 
(general or specific), economic, cultural, and 
social, Some organizations may be concerned with 
only one of these phases, as, for example, a 
Doctor’s Symphony Orchestra. Others may have a 
variety of interests; such as the American Medical 


Association. 


Scientific Organization 

The Southwestern Medical Association tradi- 
tionally is a scientific organization. Its membership 
is composed of physicians and surgeons living in 
Arizona, New Mexico, West Texas, and Northern 
Mexico. Each year a convention is held in one of 
the larger cities of the region. ‘The program of this 
convention is usually almost entirely scientific in 
nature, It is broad in concept, and includes many 
fields of medicine. Each speaker is an expert in his 
field. The listener, whether he be generalist o1 
specialist, can enjoy and profit from these meet- 
ings. Furthermore, members of the American 
Academy of General Practice can receive about 15 
hours post-graduate credit for attending the meet- 


ing. 


Social functions make up a secondary but never- 
theless important part of these annual meetings. 
The participation of the wives in these functions, 
and the opportunities for good fellowship with old 
friends make the affairs full and complete and 
most enjoyable. 


In addition to the annual conclave the South- 
western Medical Association is responsible for the 


publishing of SOUTHWESTERN MEDICINE, a 
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regional journal of wide distribution. This journal 
serves as the official organ for the Southwestern 
Medical Association, the Texas Orthopaedic As- 
sociation, The Western Association of Railway 
Surgeons, The Southwest Obstetrical and Gyne- 
cological Southwestern Derma- 
tological Society, ‘Texas District One Medical As- 
sociation, The Southwestern New Mexico Medical 


Society, and the El Paso County Medical Society. 


Society, The 


It carries news of special interest to the members 
of these organizations, and it carries the scientific 
articles presented at the annual sessions of these 


various organizations. 


Important Function 


One of the most important functions of 
SOUTHWESTERN MEDICINE as a journal, 
and of course, the Southwestern Medical Associa- 
tion as its sponsor, is the serve as an outlet in 
which the physicians of the region may express 
themselves, Doctors in this area as well as else- 
where are interested in medical investigation, Our 
members often make observations which are worth 
reporting, and they frequently have interesting 
and instructive clinical cases to record. They may 
have opinions about medical or related topics 
which they wish to express, SOUTHWESTERN 
MEDICINE is the place for such material, and 
the editors are pleased to receive it for publication. 

Although it is not an inflexible rule, the annual 
meetings have in the past been rotated between 
Albuquerque, El] Paso, Phoenix, and Tucson. The 
next meeting will be held in Tucson in October 
of 1958. The Tucson members are developing a 
very excellent program. We always enjoy our 
visits to The Old Pueblo. Plan now to attend, 


won’t you? 
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MEETINGS 





Dr. Gerald H. Jordan 


Elected President 


Of El Paso County Medical Society 


Dr. Gerald H. Jordan was elected president of 
the El Paso County Medical Society at its annual 
meeting on December 10. 


He succeeds Dr. Robert F. Thompson as presi- 
dent. Other new officers elected are Dr. Branch 
Craige, president-elect; Dr. Delphin Von Briesen, 
vice-president; Dr. D. H. Ewalt, secretary; Dr. 
Ward Evans, secretary-elect, and Dr. Bradford 
Hardie, treasurer. 


Born in London, Ontario, Canada, Dr. Jordan 
attended the Appleby School for Boys in Oakville, 
Ontario, and received his M.D. from the Univer- 
sity of Western Ontario Medical School in 1929. 


Following graduation, Dr. Jordan spent a year 
as assistant and demonstrator in the pathology de- 
partment at the University of Western Ontario 
Medical School. He interned and remained four 
years to complete his surgical residency at the 
Church Home and Infirmary, now known as the 
Church Home and Hospital, in Baltimore, Mary- 
land. 


He came to El Paso in 1934 and became as- 
sociated with the late Dr. Branch Craige Sr., Dr. 
Travis Bennett and the late Dr. John Hardy, 
specializing in general surgery and gynecology. He 
is presently associated with Dr. C. E. Webb, in 
the Medical Center at 1501 Arizona St. 


Dr. Jordan is president of the Board of the 
El Paso Medical Corp., is a diplomate of the 
American Board of Surgery and a Fellow of the 
American College of Surgeons, having served as 
a Governor for Texas for the college from 1953 
to 1956. 
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At present, Dr. Jordan is chairman of the local 
committee on applicants of the American College 
of Surgeons. He is a charter member of the South- 
western Surgical Congress and a Fellow of the 
Texas Surgical Society, He is a member of the 
active staff of El Paso General Hospital and of 
the courtesy staff of Providence Memorial Hos- 
pital, Hotel Dieu, and Southwestern General Hos- 
pital. 


Dr. Jordan was chairman of the Board of El 
Paso County Hospital from 1937 to 1941. 


During World War Two, he served as medical 
officer and adjutant for the El Paso Battalion of 
the Texas Defense Guard and in February 1943 
he entered the U. S. Army Medical Corps with 
the rank of Major. He served in the U. S. and 
Mediterranean Theater of Operations and the 
South Pacific, returning from Japan, in January 
1946. He returned to civilian life with a rank of 
lieutenant colonel. 


He is a charter member of the Sheriff’s Posse; 
past president of the Riding and Driving Club: 
councilman of troop 187 of the Boy Scouts of 
America. He and his family are members of St. 
Clement’s Episcopal Church. 


Dr. Jordan was naturalized as an American 
citizen in 1937, 


He and Mrs. Jordan reside at 4517 Cumberland 
Circle. They have a daughter, Florence May who 
attends the University of Arizona and who is a 
Duchess in the Southwestern Sun Carnival this 
year; and a son, Gerald Henry, who is in the 
eighth grade at Austin High School. 


29 





Dr. Van Epps of Phoenix 


Elected President of 


Southwest Obstetrical and 


Gynecological Society 


Dr. Charles E. Van Epps of Phoenix, Arizona 
was elected president of the Southwest Obstetrical 
and Gynecological Society, at its annual meeting 
in Las Vegas, Nevada, November 4 and 5, 1957. 
He succeeds Dr, Jesse M, Rust of San Diego. 


Other new officers are Dr. Donovan Johnson, 
Santa Ana, president-elect; Dr. Paul O. Wiig, 
Reno, Nevada, vice-president; Dr. Zeph B. Camp- 
bell, Phoenix, Arizona, re-elected secretary, and 
Dr. Raymond Jennett, Phoenix, Arizona, re- 
elected treasurer. 


Elected to Council Group B for 1957-58 were: 
Dr. R. P. O’Donnell of Las Vegas, Nevada; Dr. 
Edward Sattenspiel of Phoenix, Arizona; Dr. 
Charles Galt, Carlsbad; Dr. Dalton Deeds, San 
Diego; Dr. John Wanless, San Diego, and Dr. 
Rudolf Hack, San Bernardino. 


The meeting, a highly successful event, featured 
the following as guest speakers: Dr. Edward C. 
Hughes, Professor of Obstetrics, State University 
of New York Medical Center at Syracuse; Dr. 
Milton L, McCall, Professor and Head of the 
Department of Obstetrics and Gynecology, Louisi- 
ana State University School of Medicine, New 
Orleans, Louisiana; Dr. Ralph A. Reis, Professor 
Obstetrics and Gynecology, Northwestern Univer- 
sity, Chicago; Dr. Edward G. Waters, Division 
Chief of Obstetrics, Margaret Hague Maternity 
Hospital, Jersey City, New Jersey, and Assistant 
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Clinical Professor Obstetrics and Gynecology, 
Columbia Medical School; Dr. Lawrence R. 
Wharton, Assistant Professor Gynecology, Johns 
Hopkins University, Baltimore, Maryland. 


Born in Iowa City, Iowa, Dr. Van Epps re- 
ceived his B.S. and M.D. from the University of 
Iowa. He interned in St. Joseph’s Hospital in 
Phoenix and took his residency in the University 
of Iowa Hospital. 


He began the private practice of medicine in 
Phoenix in 1938. He is Chief of the Obstetrical 
and Gynecological Service at the Good Samaritan 
Hospital in Phoenix, is a member of the Profes- 
sional Ethics Committee of the Maricopa County 
Medical Society, and a member of the Blue Shield 
Adjudication Committee. 


He is presently associated in Phoenix with Dr. 
Preston Brown, Dr. Robert Jones and Dr. Rulen 
Lawrence. 


During World War II, he served for three and 
one-half years with the Eleventh Airborne Divi- 
sion and was overseas 18 months with the para- 
trooper unit. He holds the rank of Captain. He 
has been awarded the Silver and Bronze Stars and 
the Purple Heart. 


He is a member of the Rotary Club of Phoenix. 
He and Mrs. Van Epps have two sons and a 
daughter. 


SOUTHWESTERN MEDICINE 




















oo) 
w& 


The Southwest Obstetrical and Gynecological Society held its annual meeting in Las Vegas, Ne- 
vada, November 4 and 5. The lavish Hotel Tropicana (above and below) was headquarters for the 
meeting, which drew physicians from five states. 








At the speaker’s table during a luncheon and round table were, left to right, Dr. Edward G. Waters, | p 


guest speaker, Dr. Thomas O. Rowley, Mesa, Ariz., luncheon chairman, Dr. Ralph A. Reis, guest speaker, Pie 
, 


Dr. Edward L. Hughes, guest speaker, Dr. Milton McCall, guest speaker, and Dr. Jesse A. Rust, Jr., San | Cali 
Diego, retiring president. valif 
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Assisting Dr. Charles E. Van Epps, new president, 
duirng the coming year will be the above officers, left 
to right: Dr. Donovan Johnson, Santa Ana, Calif., 
president-elect; Dr. Zeph B. Campbell, Phoenix, re- . 
elected secretary; Dr. Paul O. Wiig, Reno, Nev., vice- 
president; and Dr. Raymond Jennett, Phoenix, re- 
elected treasurer. Below is Dr. E. H. Weigle of La 
Jolla, Calif. 
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Above are Dr. Jean Hess Lash, Albuquerque, ang 
Dr. Jesson L. Stowe, El Paso. Below- are Dr. J. 
Wallace, San Bernardino, who is a resident in th 
San Bernardino County Hospital, and Capt. R. D 
Tucker, Nellis Air Force Base at Las Vegas, Nev. 
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Dr. Clement C. Boehler of El Paso exhibits a Left to right are Dr. A. G. Reynolds, Redlands, 
| broken hand to Dr. W. V. Treadwell of Santa Ana, Calif., Dr. Frank Turnbull, Redlands, and Dr. I. A. 


| Calif. Kotner, San Bernardino. 
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Left to right are Mrs. Edward C. Hughes, wife of 
the guest speaker, Dr. Hughes; Mrs. Jesse A. Rust, Jr., 
wife of the retiring president; Mrs. Edward G. Wat- 
ers, wife of the guest speaker, Dr. Waters; and Mrs. 
G. E. Stock, San Diego. 


Physicians register for the meeting. 


Dr. Hugh LaMaster, Clifton, Ariz. (left) and Dr. 
R. ]. Fahrner, Santa Barbara, Calif. 


One of the luncheon round tables. 

















Above, a typical Las Vegas scene, with which physicians could rest their eyes. Below, Society 
members’ wives are entertained by the Las Vegas High School Choralettes under the direction of Mrs. 
James R. Dickinson, wife of the former director of the Las Vegas Branch of the University of Nevada. 










































CURRENT THERAPY 





Acute Coronary Occlusion 


By Jack A. Bernarp, M.D., El Paso 
With a Discussion by Dr, Ralph H. Homan, E! Paso 


It is said that half of the deaths due to coronary 
occlusion are perhaps due to mismanagement; that 
is, half of the deaths of patients under medical 
management who die within the first few weeks. 
Fifty per cent of these are said to be due to mis- 
management! At first thought, the treatment of a 
coronary occlusion would seem simple: Morphine, 
oxygen, and bed rest. However, in view of the 
above introductory statement and, moreover, since 
25 per cent of physicians suffer coronary occlu- 
sions, a pertinent review of present day methods 
of treatment with a careful, minute analysis and 
critical appraisal, with thought provoking ques- 
tions and perhaps even some surmises is indicated. 


Four Phases 


The treatment of an acute coronary occlusion 
with myocardial infarction might be divided into 
four phases or periods. 


1. The acute phase or episode: That is, the first 
24 to 72 hours with its problems of pain, shock, 
arrythmias and sometimes congestive failure. 


2. The period of “bed rest”; that is, the period 
of rest, not necessarily bed rest, and this is empha- 
sized, and will be discussed. During this period 
there arise the problems of anticoagulants, vasodi- 
lators and diet. 


3. The period of convalescence, gradual ambu- 
lation, and finally 


4. The return to a modified or adjusted daily 
living. 


Throughout all these phases there is arother 
aspect which is often neglected; at least, rarely 
discussed in the general literature, that is, the 
psychosomatic aspect of this illness which is truly 
uppermost and of prime importance to the patient, 
perhaps more so than any other illness, For here 
is an illness where the patient is going to live for 
an indefinite period of time . . . disabled . . . ap- 
pearing well and hearty, realizing his time is limit- 
ed... yet, he has all sorts of economic and other 
problems. These and the other thoughts which 
confront the patient are rarely brought to the at- 
tention of the treating physician, and if so, are 
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generally shrugged off by him as he hurries about 
his busy practice. 


Acute Episode 


First, as regards the acute episode: The first 24 
to 72 hours. The diagnosis is usually not a prob- 
lem, To repeat, treatment would seem simple: 
Morphine or demerol, oxygen and rest. 

First and foremost is the problem of pain and 
its control. It should be emphasized that in some 
instances, and this seems more common in the 
younger patient, the pain is terrible, seemingly 
unbearable. Thus in the literature there are such 
statements which seem trite to those who have ex- 
perienced such pain: “Give one-fourth gr. of mor- 
phine or give one-eighth or one-fourth gr. of mor- 
phine subcutaneously or 75 to 100 mg, of demerol 
and if the pain is severe give intravenously.” 


Avoid Intravenous Medication 


Cardiologists and other experienced clinicians 
recommend not to give cardiac patients intravenous 
medication if it can be given otherwise. Thus itis 
the tendency to avoid intravenous morphine or 
demerol in acute coronary occlusion and this is a 
strong tendency. However, it is felt that many 
physicians are prone to give insufficient morphine 
or demerol in patients with severe pain: I refer 
to those patients in very severe distress, in whom 
the pain is apparently terrible and unbearable. 

Such patients should be given at least one-fourth 
gr. of morphine intravenously or 100 mg. of de- 
merol intravenously. Often patients have had mor- 
phine or demorol previously and they know that 
they can tolerate one drug better than the other. 
If such history is obtainable the appropriate drug 
is then chosen. 


Morphine Preferred 


It is a feeling of many clinicians that demerol is 
more likely to cause vasomotor collapse than mor- 
phine. Also many clinicians feel that it is not as 
effective as morphine. Still, for somme reason de- 
merol is more often tried first in such cases. Mor- 
phine would seem preferable therefore unless there 
is a history of untoward reaction. To repeat, mor- 
phine is preferable. 
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Oxygen treatment is standard procedure and it 
is used for several days or longer, particularly de- 
pending on the patient’s condition and the physi- 
cian’s judgement, It is often effective in relieving 
the pain and many patients feel more comfortable 
with oxygen. Actually, there is some times some 
difficulty in weaning patients from its use. 


Many Instances 


Again, it should be emphasized that in many 
instances the patients may not get enough mor- 
phine initially and are probably not getting it 
intravenously. This is understandable, as it is real- 
ized that the possibility of sudden death at the 
time of the intravenous medication certainly exists. 
It should be given slowly and cautiously, perhaps 
with fear and trepidation, but who is to say that 
morphine causes such deaths in such patients who 
are prone to sudden death? 


As many coronary patients are often brought to 
the hospital, the possibility of getting an anesthe- 
tist’s help in these initial episodes might seem 
plausible. I refer to those patients in whom the 
pain is severe, unbearable, An available anesthetist 
would be invaluable with his experience in con- 
trolling pain and sedation during the first hour 
or two. 


Morphine Given 


If no anesthetist is available and usually one is 
not, morphine — one-fourth grain — should be 
given intravenously and repeated in 20 minutes 
if needed; or after the patient is more comfortable, 
it can be given intramuscularly. Nalline, of course, 
should be used if too much morphine is given and 
positive pressure oxygen if the patient is depressed 
more than desired. Oxygen by mask or by tent is 
then continued. 


If cardiogenic shock is present, the vasopressure 
drugs are indicated. For use in the home, Neo- 
synephrine (or one of the other drugs listed below) 
should be carried in the physician’s bag and 5 to 
10 mg. intramuscularly should be given as soon as 
possible, The sooner the vasopressure drugs are 
employed, the better the outlook. In the hospital 
Levarterenol (Levophed) four to eight mg. in a 
liter of five per cent glucose is administered intra- 
venously to maintain the blood pressure at about 
100 mg. systolic pressure. 


More May Be Added 


More may be used if necessary to maintain this 
pressure, that*is eight, 16, or even 32 mg. may be 
added to the glucose. Other drugs include Wya- 
mine 15 to 30 mg. intravenously or intramuscularly 
or Vasoxyl 20 mg. intravenously or intramuscu- 
larly. 
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One of these drugs should be carried in the bag 
with the dosage well fixed in the physician’s mind, 
or it would be better to have the dosage clearly 
labeled on the container for the physician who 
rarely enccunters such patients with an acute cor- 
onary occlusion in severe shock. Finally, Hydro- 
cortisone and Desoxycortisone may later be used, 
in such case, when the shock does not respond to 
the vasopressor drugs. 


The complications of arrhythmias and _ heart 
failure are treated in the usual manner with quin- 
idine and digitalis and the other conventional 
measures. 


Little Things 


There should be mentioned little but important 
things like inserting a catheter and allowing sips 
of water only, Urinary retention is common, and 
in the severely ill patient, it is advisable to go 
ahead and put in the catheter in such semicon- 
scious patients. Sips of water — not too much 
at room temperature are allowed: no ice, no ice 
cold drinks, carbonated drinks or fruit juices, as 
these are not well tolerated, causing gaseous dis- 
tress. 


Special Nurses 


A word about special nurses: The family is 
quite pleased to have someone looking after such 
semi-conscious patients, and of course, the patient 
should be turned periodically to avoid statis pneu- 
monia and venous stasis in the legs. As the patient 
improves and becomes more conscious, the benefit 
of special nurses, although well meaning, may be 
questioned as they most likely tend to bother the 
patient in many instances, to “fix him up,” bathe 
him and do the other little things to make him 
comfortable, when actually the patient should be 
left alone. (He wants to be left alone!) Moreover 
another person in the room tends to promote con- 
versation and thus will also interfere with the 
patient’s rest. 


After the acute episode in which the pain, shock 
and other complications are under control, the 
question of anticoagulant therapy should then be 
considered. However, it is emphasized that the 
immediate problem is to control the pain and the 
complications and then consider anticoagulant 
therapy. 


Summary 


In summary, in the treatment of the acute phase 
of a coronary occlusion give enough morphine and 
give it by the most direct route to control pain. 
Rapid treatment of shock is indicated, and such 
drugs should be carried in the physician’s bag. Ex- 
cept for turning, the patient should be left alone. 
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Anticoagulant therapy is not the immediate con- 
sideration. 





Discussion by Dr. Homan 

As we all know, no two patients suffering from 
coronary occlusion can be treated alike. This is an 
excellent resume of the over-all care of these 
patients. It is also true that no two doctors agree 
exactly on how the average patient should be 
treated. 

For instance in his reference to the patient in 
acute distress, for which he recommends morphine 
intravenously, it is my belief that morphine and 
atropine should be given because morphine is a 
better stimulator for the heart, and the atropine 
tends to prevent the likelihood of cardiac irregu- 
larities; but I also feel that giving the morphine 
intravenously is a little too depressing. I can con- 
ceive of some cases where this might be necessary, 
but generally speaking even in the most severe 
cases I prefer a little delay in the relief of pain 
rather than risk the severe depression. I do agree, 
however, that large doses should be given. 

Indwelling Catheter 

I would like to commend Dr, Bernard also in 
advising the use of the indwelling catheter for the 
severely ill patient, even when the patient is semi- 


conscious, since the patient should be allowed to 
rest as much as possible. It is difficult for many 
patients to urinate when lying down, especially 
when they are under the effects of narcotics, and 
a good deal of straining is sometimes necessary. 

In addition to turning the patient, I believe light 
massage of the arms and legs, toward the body, is 
of great benefit in keeping up the circulation, and 
making less likely the formation of thrombi in the 
extremities. 


Nurses a Comfort 

I believe that it gives the patient a sense of com- 
fort to have nurses during the most severe period 
of his illness, because in many instances the floor 
nurses are not able to answer the light and attend 
to his wants as quickly as he would wish; however, 
the nurses should be selected carefully whenever 
possible and cautioned about bothering the patient 
and preventing his rest. 

I also agree that anticoagulant therapy is not 
the immediate consideration. Many of us are 
prone to start anticoagulant therapy a little too 
soon and I have seen a number of cases over-treat- 
ed in this respect. This phase of treatment should 
be handled carefully. 


Ralph H. Homan, M. D. 





Southwestern Meeting 
In Tucson Dates Changed 
The 1958 Southwestern Medical 
meeting, originally scheduled for Tucson, October 
9-11, 1958, will now be held in Tucson on Octobe1 
23, 24 and 25, according to Dr. Blair W. Saylor, 


Tucson, chairman of the publicity committee for 


Association 


the convention. 


Southwestern New Mexico 
Meeting in Deming Jan. 16 


The annual meeting of the Southwestern New 
Mexico Medical Society will be held in the Dem- 
ing Country Club, Deming, New Mexico, Thurs- 
day, January 16, starting at 6:30 p.m. 

The honored guest will be Dr. Samuel R, Zieg- 
ler, Espanola, New Mexico, president of the New 
Mexico Medical Society. The Dona Ana County 
Medical Society will act as the host group. 

Officers of the Society are: Dr. William B. Can- 
trell, Truth or Consequences, President; Dr. C. L. 
Harris, Las Cruces, Vice-President; and Dr. T. H. 
Klunder, Lordsburg, Secretary-Treasurer. 
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Coming Meetings 


Southwestern New Mexico Medical Society, 
annual meeting, Country Club, Deming, N. M., 
Jan, 16, 1958. 


American Cancer Society, 6th Annual Sem- 
inar, Tucson Inn, Tucson, Arizona, January 


23-25, 1958. 


Temple Division, University of Texas Post- 
graduate School of Medicine, sixth medical and 
surgical conference, ‘Temple, Texas, Mar. 53-5, 
1958. 

Texas District One Medical Association, an- 
nual meeting, Pecos, Texas, Feb. 11, 1958. 

Texas State Surgical Society, El] Paso, Texas, 
April 5-8, 1958. 

Fifth International Congress of Internal 
Medicine, Sheraton Hotel, Philadelphia, April 
24-26, 1958. 


American Fracture Association, annual meet- 


ing, Oklahoma City, Oct. 1-3, 1958. 


Southwestern Medical Association, annual 
meeting, Tucson, Oct. 23-25, 1958. 
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Complications Resulting From Fractures 


of the Extremities* 


By W. Compere Basom, M.D., El Paso 


This is an extensive and important subject. 
Many of the complications can be avoided. 
Others, however, unfortunately cannot be avoided. 
The extent of trauma may be the determining 
factor. 


If the complications are to be avoided the frac- 
ture must be first diagnosed. In this day and age 
of multiple fractures with severe trauma this state- 
ment is not trite. In many instances the patient is 
quite befuddled and may have several fracture 
regions other than the main one presented. The 
individual’s general condition and the other in- 
juries which may possibly be present should be 
carefully evaluated and treated. Then the manage- 
ment of the fracture should be carried out. Care- 
ful and adequate reduction is very important. 
Reduction must be maintained until adequate 
union has been secured, Physical therapy and 
rehabilitation may be absolutely essential for a 
good result. Careful follow-up visits over an 
adequate post-trauma period are very necessary. 


Limited Joint Movement 


One of the most frequent and annoying compli- 
cations following fractures in the extremity is joint 
limitation of movement; either a complete fibrous 
ankylosis intra-articularly, incomplete one or a 
joint contracture with limited range in one direc- 
tion. Early motion, adequate, but proper casts 
and fixation devices may help avoid this compli- 
cation. For instance, in the case of a Colles’ frac- 
ture the fingers should definitely not be im- 
mobilized at all. The cast should merely extend to 
the distal palmar crease leaving the metacarpal 
phalangeal joints free. Actually I prefer a control 
of the fracture with two splints, padded with two 
layers of sheet wading each. One splint is placed 
over the dorsum of the hand and the dorsal and 
radial aspect of the wrist and forearm area. The 
other one is placed in the palmar part of the hand 


*This paper was presented to the Postgraduate Course in Ortho- 
paedic Surgery, El Paso, May 20, 1956. 
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and covers about the palmar aspect of the forearm 
and its ulnar side. In this manner, careful control 
of the distal radial fracture can be maintained by 
light pressure around the dorsal and radial aspect 
of the distal fragment and careful counter pres- 
sure in the interosseous space of the forearm and 
the ulnar side of the forearm. A circular plaster is 
fixed to the upper forearm part of the cast and 
extends about the elbow to the mid or upper 
arm. This gives a very good fixation of the frag- 
ment and yet allows early movement of the fingers, 
thumb and shoulder. The pressure due to the 
swelling can easily be relieved by cutting the 
bandage on each side of the openings between 
the two splints, If there is quite a bit of swelling 
or internal pressure, vasodilator drugs or pro- 
cedures such as parasympathetic blocks can be 
utilized; bed rest and elevation are important in 
the acute stage. A general anesthetic with relax- 
ation of muscles for the initial reduction is helpful 
in correcting displacement. 


Post-Traumatic Atrophy 


Even so, there are cases of very painful bony 
atrophy and also patients with osteoporosis and 
disuse atrophy following fractures of the extrem- 
ities, By carrying out measures to relieve the pain; 
by the obtainment of good reduction; by main- 
tenance of good reduction; these conditions may 
be avoided or at least minimized. Measures to aid 
the investigation of bone atrophy are also in order. 
Adequate vitamin, mineral and hormone intake 
are very important. Activity of all joints other 
than those which have to be immobilized are im- 
portant features too. 


Post-Traumatic Arthritis 


Post-traumatic arthritis associated with intra- 
articular factors may be a troublesome complica- 
tion. At times, even loose bodies may form. The 
actual removal of the loose bodies, at some times, 
an arthrotomy with removal of the adhesions may. 
be indicated. At times, the post-traumatic arthrosis 
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may be sufficiently severe to indicate an arthrodesis 
of the joint. Os calcis fractures may be associated 
with an actual depression of the articular surface. 
An open reduction with propping up of the 
articular surface and re-alignment and the use of 
pull-out pins to hold and maintain position may 
eliminate the need for arthrodesis in this location. 
Occasionally, of course, some type of prosthesis 
may actually be necessary in order to maintain 
some degree of movement and eliminate the 
badly roughened joint surface from trauma, In 
the case of spine fractures, a painful back, herni- 
ated intervertebral disc or some other feature may 
follow this type of injury. A collapse of the verte- 
bral body may occur also, By the use of a brace 
and careful management the patient may eventu- 
ally recover. However, surgery and spine fusion 
may be necessary for relief. In some instances the 
muscles may become bound to the fracture site by 
fibrosis, for instance in femoral shaft fractures, 
and restrict the range of movement of the knee 
joint. With open reduction and intramedullary 
rod fixation of these types of shaft fractures when 
possible, the limited movement of the knee joint 
from fixation of the thigh muscles usually can be 
avoided. 


At any rate, with the problem of post-traumatic 
arthritis and post-traumatic joint contractures, the 
primary consideration must be the associated frac- 
ture of the shaft of the bone involved. The 
fracture must be supported until union occurs and 
if a cast is necessary and the only way to hold it, 
then it should be held with a cast until the union 
is firm. The associated joints can then be mobil- 
ized as best possible after that but they will not 
mobilize any better if mobilizations are attempted 
earlier prior to bony union. 


Ischemia Following Injury 


Ischemia is another important complication and 
one which must be carefully anticipated and 
treated if possible, At times the vessels may be so 
severely damaged along with the injury to the 
bone that it will be impossible to avoid this com- 
plication and gangrene will result. However, in 
many other types of cases, management of the 
fracture can be utilized to avoid ischemia of the 
extremity distally, For instance, in supracondylar 
or transcondylar fractures of the humerus at the 
elbow in children, femur fractures with Bryant’s 
overhead traction, fractures of the tibia and femur 
adjacent to the knee, the patient may very well 
develop ischemia leading on to Volkmann’s 
ischemic contracture. While this contracture may 
be fairly commonly seen in the elbow fractures, it 
should not be overlooked in the lower extremity 
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as it can cause just as much disability there and 
can occur from the simple fracture of the shaft of 
the femur. On all cases circulation and the pulsa- 
tions in the fingers, the wrist, the dorsalis pedis or 
posterior tibial at the foot and ankle should be 
carefully watched hour after hour following the 
initial trauma. If the pulsations disappear, then 
pressure is definitely present. The author has 
found that open reduction of the supracondylar 
fracture, evacuation of the hematoma, arrest of 
hemorrhage and relief of pressure on the vessels, 
the fixation of the fractured fragments with pull- 
out Kirschner wires is of marked value in the 
management of supracondylar or transcondylar 
fractures with impending circulatory loss. This 
also reduces the possibility of malunion and also 
seems to encourage full return of elbow joint 
movement. Adejuate reduction of bony fragments 
adjacent to any nearby and closely bound down 
arterial system should be carried out. This is 
especially important also in the knee region. The 
anterior tibial artery can be injured in fractures 
of the upper third of the fibula or tibia. The entire 
circulation to the extremity can be involved with 
upper tibial and lower femoral fractures with dis- 
placement. The vessels should be explored in the 
persistent absence of pulsation distally. When 
completely lacerated, suturing of the major ar- 
teries is sometimes successful. One should not hesi- 
tate to bi-valve a circular cast in the case of im- 
pending circulatory embarrassment to the hand or 
foot. It is far better to take a chance on losing 
position of the fracture than it is to take a 
chance on the loss of circulation with resulting 
ischemic fibrosis, A circular cast is a rigid fixation 
apparatus and will not allow for swelling. It 
should be bi-valved without hesitation, When 
possible, posterior molded plaster splints can be 
used far more effectively and safely as far as 
circulation is concerned, 


Gangrene 


Gangrene due to injury of vessels or to some 
underlying vascular condition may be a _ very 
serious complication. Relief of pressure or the use 
of vasodilator measures and surgery with explora- 
tion of the vessels, if it seems indicated, can be 
carried out. Occasionally a sympathetic block or a 
spinal anesthetic may vascular 
resulting in impending gangrene. Occasionally a 
general anesthetic is the only measure which can 
relieve the situation. It is surprising how much 
trauma the human body can withstand. Occas- 
ionally, however, the trauma may have been too 
extensive and severe. There may be no possible 
method with which to save the extremity. There- 
fore, amputation must be seriously considered. If 


relieve spasm 


39 











possible, it is best to wait until the exact level can 
be determined. Gangrene plus infection may 
occasionally necessitate a definite guillotine type 
of amputation. Severe crushing injuries should be 
treated in the simplest manner possible. Extensive 
circulatory damage may be present and added 
surgery further embarrasses the already diminish- 
ed circulation. In cases with extensive post-trau- 
matic thromboses of the femoral and iliac veins 
and vena cava, gangrene may result in one of the 
other of the lower extremities. Vascular surgery in 
these instances might possibly improve the situa- 
tion. 


Non-Unions And Mal-Unions 


Non-unions and mal-unions are almost inevi- 
table in some locations. In some fracture sites it is 
almost impossible to maintain good position unless 
union occurs within a satisfactory length of time. 
In the case of mal-union the patient should be 
observed frequently and roentgenographic check- 
ups be taken from time to time. Careful cast 
positioning should be maintained with change of 
casts and re-manipulation in some instances. It is 
very easy for a fracture to displace without the 
patient realizing it or feeling it and it is all im- 
portant that this be watched for as best possible 
and as best can be practical. Fractures of the neck 
of the femur, of the lower third of the tibial shaft, 
humeral shaft fractures, ulna shaft fractures and 
fractures of the body of the carpal navicular are 
frequent sites of non-union. Probably the intra- 
osseous blood supply is thrombosed, During a bone 
graft procedure the bone is found usually to be 
hard, white and avascular on one side or both, of 
the fracture site. Adequate immobilization, ade- 
quate time and length of immobilization are all 
important. In the case of many of these fracture 
sites it is possible to use very strong internal fix- 
ation apparatus which will lessen the possibility of 
mal-union and increase the possibility of union. 
Also if the fracture can be firmly fixed internally, 
it is possible to avoid weight bearing and yet allow 
mobilization of the joints and eliminate the need 
of plaster cast. This will tend to reduce the inci- 
dence of joint contractures, ankyloses and fibrosis. 
In this age of internal intramedullary fixation, I 
would nevertheless like to point out that in the 
case of the forearm bones and the fractures of the 
shaft of the tibia, plates carefully applied and 
carefully managed post-operatively can give excel- 
lent results. Smith-Petersen nails are excellent for 
maintenance of reduction of femoral neck frac- 
tures. Bone-grafts and screws can be added if on 
check up during the open reduction procedure, 
the fracture is still found to have movement in 
it. With open reduction for fractures of the 
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femoral neck, the head can be de-rotated into 
position. Transverse fragments of bone and soft 
tissue periosteum can be removed from the frac- 
ture site and the fracture can be tested for move- 
ment. By this procedure of open reduction for 
femoral neck fractures, a high rate of union has 
been obtained. However, the incidence of avas- 
cular necrosis of the femoral head has not been 
altered; it is still the same as with the blind nail- 
ing procedure, Interestingly enough the incidence 
of avascular changes in the femoral head also is 
approximately equal in cases of fractures of the 
femoral neck treated without surgery and in cases 
involving dislocation of the hip joint. 


In some cases, early open reduction with re- 
moval of soft tissue interposition will aid in the 
obtainment of union of fractures. In other in- 
stances, excision can be carried out, such as frac- 
tures of the spinous processes in the vertebral area. 


Infection And Osteomyelitis 


Infection is always a possible complication in 
fractures. Compound fractures usually are associ- 
ated with a fairly high incidence. However, non- 
compound or so called simple closed fractures 
may also have infection occasionally, probably 
from a hematogenous route. Post-operatively, in- 
fection is one of the serious problems in ortho- 
paedic surgery. One should be sure that the risk 
of this complication is justifiable before proceed- 
ing with the open reduction. The percentage of 
post-operative infections is low. When it does 
occur, it is wise not to remove the fixation 
material, but merely leave it in place so that at 
least there will not be a mal-position as well as an 
osteomyelitis present. Very careful attention to 
operative room technique is all important in the 
prevention. In compound fractures, careful clean- 
ing and debridement, usually under general anes- 
thetic, to allow thorough exploration of all the 
wounded area is all important, Routin antibiotics 
and medications, in all operative cases can be 
helpful. Resistent micro-organisms, however, are 
appearing and from time to time an infection may 
be found which will not respond to any medica- 
tions of the present day. In attempting to avoid 
infections, all fractures should be managed as con- 
servatively as possible and consistent with present 
day standards. 


Aseptic Necrosis 


Aseptic necrosis may follow certain fractures 
particularly that of the femoral neck or sub- 
capital fractures. The carpal mid-scaphoid bone 
and occasionally various other types of intra- 
articular fractures with the blood supply damage 
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may cause an avascular or aseptic necrosis of 
bone. This may require excision, possibly replace- 
ment with a prosthesis at times. Adequate reduc- 
tion with prolonged absence of use and weight 
bearing, bone, grafting, occasionally may aid in 
the elimination of this very serious and disabling 
type of complication. 


Nerve Injuries 


Nerve injuries should be diagnosed and explored 
if possible, early. Primary repair is much more 
likely to give good eventual outcome. At times, a 
sensory nerve branch caught between fractured 
fragments may cause severe pain and operative 
intervention will give immediate relief. The pres- 
sure of the bed and cast and fixation materials 
such as splints and braces should be avoided on 
the prominent and vulnerable area such as the 
ulna nerve at the elbow, the peroneal nerve at the 
fibular head, median nerve at the wrist level and 
the like. 


Pressure Necroses 


Pressure necroses at times may be impossible to 
avoid but should always be thought of and every 
measure possible should be taken to avoid them. 
With bed rest elderly individuals particularly 
those with a prominent sacrum, require frequent 
turning and careful skin hygiene. An underlying 
sheep skin may be helpful in preventing the 
necroses. Open reduction of fractures of the hip 
region in elderly individuals may be helpful in 
getting the individual up and about more com- 
fortably. In these elderly patients the procedure in 
our hands is not considered to be an emergency. 
The patient is first allowed to recover from the 
effects of the pain of the injury. During that time 
the patient can be evaluated and can be carefully 
improved with transfusions, intra-venous infusions 
of glucose and multiple vitamins. Other necessary 
measures also can be carried out. Then the open 
reduction can be done. The mortality rate, we 
feel, will be much lower if this more conservative 
attitude is adopted. 


Patients treated with casts should be well 
padded over their bony prominences, If the 
patient says that the cast hurts, then it is quite 
simple to explore the cast with the present day, 
excellent electric cast saw and thereby eliminate 
the risk of localized pressure necrosis. 


Although the present day plaster is excellent, it 
is possible to have the patient’s skin endangered 
by excessive heat, This can be avoided by thorough 
aeration and drying of the cast and the avoidance 
of allowing it to rest on plastic covered bed clothes 
which retain the heat excessively. 
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Soft tissue loss is a problem and may occur with 
the same injury which produced the fracture. A 
patient who has a definite contused soft tissue 
area, over the fracture site should be treated con- 
servatively if possible. The soft tissue should be 
given adequate time to recover. An_ incision 
through an area of this type, early, may en- 
courage sloughing; whereas a conservative man- 
agement might allow recovery of the contused soft 
tissue area. Surgery can therefore be carried out 
at a later date much more safely than at an early 
date with this type of problem. In avulsed regions, 
plastic surgery may be necessary. Burns with loss 
of soft tissue over the bone such as the antero- 
medial surface of the tibia may result in a so 
called shale sequestrum due to interference of the 
blood supply of the periosteum. The superficial 
cortex of the bone is merely removed down to 
viable bone to allow firm healing of the bed which 
will in turn allow successful skin grafting. 


. Fat Embolism 


Fat embolism may be a serious problem, In the 
first few days following severe injuries such as 
femoral, pelvic or extensive type fractures it is 
wise to have the patient’s blood pressure checked 
at hourly intervals. The hemoglobin and red cell 
count should be done every six to twelve hours and 
if the blood pressure falls, the pulse rate rises, or 
if there is a diminution in the percentage of hemo- 
globin or number of red cells, patient should be 
given a transfusion immediately, The urine can 
be tested intermittently for fat. Some authorities 
feel that fat embolism is merely a syndrome of 
shock and that a transfusion properly timed may 
be life-saving. 

Bone Loss 

Extensive fractures of bone with actual osseous 
loss creating defects of the shafts of the bones, 
such as might be found at times, with the femur, 
with the tibia, with the ulna, radius or humerus 
can be bridged with bone grafts. At other in- 
stances it might be better to use a Huntington 
type of procedure in which the fibula is fused 
superiorly and inferiorly to the tibial shaft. Over a 
period of time a hypertrophy of a fibula takes 
over the activity and weight bearing stresses of 
the tibia. 


Summary 


An attempt has been made to discuss some of 
the complications which may result from fractures 
of the extremity. This is an interesting subject. 
Actually, in attempting to avoid the complica- 
tions, the very best grade of practice of orthopaedic 
surgery is required. 
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Emotional Factors in Rheumatoid Arthritis 


By Evan Cackins, M.D., Assistant Physician, Massachusetts General Hospital; 
Associate in Medicine, Harvard Medical School, Boston 


This is the sixth of an outstanding series of seven articles covering the effects 
of emotional stress in the practice of medicine. The articles were prepared for a 
symposium delivered in January at the Tufts-New England Medical Center in Boston. 


SOUTHWESTERN MEDICINE wishes to take this opportunity to express its 
great appreciation to the Bulletin of the Tufts-New England Medical Center and 
its editor, Dr. Robert P. McCombs, for making this important series available for 
publication. 


SOUTHWESTERN MEDICINE is proud to have the opportunity to publish 
the articles comprising this symposium on emotional stress which is believed to be 
the most complete and thorough discussion of this subject. 


Next month: “Emotional Factors in Rheumatic Diseases: Their Role and Treat- 
ment,” by Peter ]. Warter, M.D., Chief of Department of Medicine, William Mc- 
Kinley Memorial Hospital, Trenton, New Jersey; Assistant Professor of Medicine, 
Hahnemann Medical College, Philadelphia. 








I must confess my assigned task is not an easy 
one. Though definitive information is lacking, 
clinical experience from the time of the earliest 
Greeks has convinced nearly all writers, as Llew- 
ellyn Jones’ has said, “that mental shock, continu- 
ous anxiety and worry may determine the onset or 
provoke an exacerbation of rheumatoid arthritis.” 


Furthermore, it is evident to all physicians who 
treat this disease that the emotional reactions of a 
patient may have a great deal to do with, the 
eventual course of his disease. 


Objective studies aimed at exploring these inter- 
relationships of a deeper level are difficult to per- 
form and to date have yielded inconclusive results. 


Paradox 


Faced with this paradox I shall divide this in- 
formal discussion into two parts. First, I shall 
review some of the reports dealing with emotional 
factors in rheumatoid arthritis, indicating methods 
of approach which have been used, and second, I 
will outline some of my own thoughts concerning 
types of emotional problems which these patients 
present to the internist and how, on a rather super- 


From the Medical Services of the Massachusetts General Hos- 
pital and the Department of Medicine, Harvard Medical School. 

This is publication No. 203 of the Robert W. Lovett Memorial 
Foundation for the Study of Crippling Diseases. 

The expenses of this investigation have been defrayed in large 
part by a grant from the Commonwealth Fund, with additional 
support from the United States Public Health Service. 
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ficial and supportive level, they can be met by 
practicing physicians. 


The first step which most physicians take in 
attempting to document an impression based on 
clinical experience is to record the incidence of the 
variable in question. 


For example, Short, Bauer, and Reynolds,’ in 
their analysis of nearly 300 cases of rheumatoid 
arthritis, conclude that some sort of stress, emo- 
tional, physical, or both, preceded the onset. of the 
disease in one quarter of the cases. 


Thomas,* on the basis of his psychiatric studies, 
concluded that significant emotional disturbance 
preceded the onset of active arthritis in each of 
31 patients. Boland,* however, found significant 
emotional factors in only one of 100 soldiers, pri- 
marily draftees, who had developed rheumatoid 
arthritis. 


Conflicting Results 


A few groups of investigators have attempted to 
obtain more meaningful data by determining the 
incidence of emotional stress in parallel groups of 
rheumatoid and control patients. Yet even these 
have yielded conflicting results. 


For example, Cobb, Bauer, and Whiting® studied 
50 patients with rheumatoid arthritis by the follow- 
ing method. After a complete medical history had 
been obtained, each patient was interviewed for 
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approximately 1 hour by a social worker, who 
obtained a history of what seemed to be the most 
significant and emotionally taxing events in the 
patient’s life. 

Each historian (the physician and the social 
worker) then compared their histories to see 
whether exacerbations in the disease coincided 
with psychic trauma. A close relationship was 
observed in 21 patients, a doubtful one in 12, and 
no correlation in 17. 

Of 25 control patients with varicose ulcers, 
there was a good correlation in only 3, and none 
in 22. On the other hand, Lewis-Faning,® in the 
study sponsored by the Empire Rheumatism 
Council, reported on a much larger group of 
patients who were studied in a somewhat different 
manner. 

Each patient was given a list of potentially up- 
setting events and circumstances and_ stated 
whether any of these had occurred at or near the 
time of onset of the disease. An equal number of 
control patients, taken from the hospital popula- 
tion (chiefly cases with fractures, burns, or minor 
operations, matched for age and sex) were inter- 
viewed in a similar manner. 

There were no differences in the incidence of 
these potentially upsetting events in the two 
groups of patients. 


Subject To Criticisms 


Both of the above studies are subject to certain 
criticisms. In the former investigation one wonders 
whether the social worker, in so short a time, 
could have obtained a fair appraisal of the 
patient’s personal problems. 


The latter investigation does not permit con- 
sideration of the possibility that a given event 
might have been much more upsetting to the 
patient who was about to come down with rheu- 
matoid arthritis than it was to the control patient. 


Because of the inevitable shortcomings of this 
sort of study, the deeper emotional patterns and 
stresses of limited number of patients with rheu- 
matoid arthritis have been studied fairly exten- 
sively by psychoanalysts with two purposes in 
mind: first, to determine whether patients with 
this disease exhibit a certain personality type; and 
second, to try to determine whether there are 
emotional events which could prove more con- 
sistent triggers to disease activity than social 
events. 


Personality Patterns 


The various descriptions of the personality pat- 
terns of the rheumatoid arthritic patient, deline- 
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ated by various independent investigators, have 
been remarkably similar, Although they have been 
explored briefly in men,’ most studies*' have 
concerned women. 


She is described as being a very immature, 
withdrawn, inadequate individual, who has never 
achieved emotional independence from a domi- 
neering parent, usually her mother. Therefore, 
she develops conflicts over dependence, and in her 
denial of it assumes an assertive, masculine role. 

This manifests itself in a great interest in sports 
and other physical activities and in doing things 
actively for other people. When disease, injury, 
old age, or other circumstance denies the patient 
the opportunity of action and forces her into a 
dependent position, the conflict becomes intoler- 
able; the muscular tensions and spasms, denied 
their natural outlet, are thought to relate to the 
onset or exacerbation of the arthritis. 

Male patients with rheumatoid arthritis have 
been described as quiet, submissive, compulsive, 
unambitious men, who struggle to suppress mark- 
edly hostile, aggressive feelings directed toward 
stronger figures where goodwill was important. 
Most of them were avid devotees of sports and 
physical activity. 

Objective corroboration of these analytic studies 
has been described in patients with rheumatoid 
arthritis on the basis of both Rorsharch and hand- 
writing analysis.'* 


On the other hand, Ludwig'’ and others point 
out that this emotional pattern is in no way spe- 
cific for rheumatoid arthritis. 


Psychosomatic Diseases 


It is also seen in other psychosomatic diseases, 
notably ulcerative colitis. 


Lihn et al.'* showed in a study of twenty patients 
with degenerative arthritis, a disease which all 
people eventually develop, that the majority of 
them, too, displayed this same sort of emotional 
pattern. 

Indeed, as everyone knows, and even the recent 
issue of Life magazine pointed out, many otherwise 
normal American women possess a similar emo- 
tional pattern. It cannot be said, therefore, that 
present evidence demonstrates that there is any 
one type of individual who is more prone to de- 
velop rheumatoid arthritis than any other disease. 


Detailed longitudinal studies of a small number 
of individuals with rheumatoid arthritis’? have 
shown, in many, a striking chronologic association 
between severe emotional stress and increased 
activity of the disease. Unfortunately, due to the 
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extremely time-consuming nature of the method, 
the patients have, for the most part, been ones who 
were referred by internists because of emotional 
difficulties. 

A carfully controlled study of this sort would 
constitute a very ambitious undertaking and has 
not, to my knowledge, been attempted as yet. 


Joint Inflammation 


Any consideration of evidence attempting to 
relate emotional factors with the onset of arthritis 
must include some mention of possible mechanisms 
by which the emotional stresses might result in 
joint inflammation. Evidence of this sort is begin- 
ning to be accumulated in the field of intestinal 
diseases by Wolff and others." 

Unfortunately there are only a few analogous 
studies regarding the skeletal system which have 
been reported, In one interesting study Patterson 
et al.'® compared the changes in skin temperature, 
in response to stress, in 25 rheumatoid patients and 
25 controls. 

In each group, emotional stress was followed by 
falls in skin temperature. This was suggestively but 
not conclusively greater in the patients with rheu- 
matoid arthritis. Gottschalk,'® in a similar, though 
more elaborate study, compared the electromyo- 
graphic pattern of a group of 6 patients with 
rheumatoid arthritis undergoing analysis, 6 patients 
with rheumatoid arthritis not undergoing analysis, 
6 hypertensive patients not undergoing analysis, 
and 6 normal residents undergoing analysis. 

The patients were studied in a resting state and 
during mild physical activity. The patterns showed 
that the muscular activity was greatest in the rheu- 
matoid patients who were not undergoing psycho- 
analysis. 


Muscular Tension 


These data, and others like it, offer some 
evidence that there may indeed be greater muscular 
tension and sympathetic activity in patients with 
rheumatoid arthritis than in control patients. 

On the other hand, it must also be recognized 
that in rheumatoid arthritis there is pathological 
evidence of areas of cellular infiltration in the 
muscles, peripheral nerves and sympathetic 
ganglia.'* Furthermore, peripheral vascular mani- 
festations are often concomitant, or antecedent, to 
articular manifestations in this disease. 

It would seem more likely that changes of the 
sort noted should be attributed to pathological 
changes secondary to the disease, than to psycho- 
dynamic influences underlying it. 


In summary, about all that can be said is that 
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in many patients with rheumatoid arthritis, emo- 
tional stress may be followed by periods of in- 
creased activity of the disease. 

While it seems reasonable to conclude that emo- 
tional turmoil is one factor which may precipitate 
an exacerbation of the disease, it would be wholly 
unjustified, on the basis of present evidence, to 
conclude that rheumatoid arthritis is a true psycho- 
somatic disease. Furthermore, the mechanisms by 
which emotional stress may contribute to disease 
activity remains a mystery. 


Therapeutic Problem 


Despite our ignorance concerning the psycho- 
logical mechanisms at work in rheumatoid arthritis, 
patients with this disease present a serious thera- 
peutic problem, the solution of which demands 
consideration of the apparent psychological as well 
as the physical needs of the patient. 

Even without detailed psychological study, I 
think we can agree that rheumatoid arthritis 
patients present a number of psychological prob- 
lems which constitute potential roadblocks to suc- 
cessful management. 

Whether or not emotional upsets precede exacer- 
bation of arthritis in a greater frequency than they 
occur in a control population, we are all impressed 
by the fact that many of our arthritis patients feel 
worse at times of severe emotional stress. 

Conversely, I think we can agree that the pains 
and limitations of arthritis seem almost designed 
to provoke the greatest possible strain on one’s 
emotions. 

The extreme discomfort; the unheralded exacer- 
bations, which act as a constant sword of Da- 
mocles; the interference with normal mobility and 
activity, whereby patients may seem to be in an 
interminable self-imposed strait jacket; and the 
uncertain future provide in extreme instances an 
almost diabolical combination. 


Nothing To Do 


Next, there is the conclusion all too often stated 
by our patients, “In other words, doctor, there’s 
nothing to do.” Although in recent years, the 
advent of cortisone and other agents has lessened 
this plea, in a sometimes regrettable fashion, the 
serious hazards and side effects of these agents, plus 
their proven inability to arrest the disease or pre- 
vent its deformities, leave the so-called conservative 
therapy as the mainstay of treatment. 

While it is relatively easy for the physician to 
convince himself that his regimen of baths, aspirin, 
rest, and exercise represents “doing something” for 
the disease, the patient is all too often unimpressed. 
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Finally, and perhaps most important, is the fact 
that if we are indeed successful in convincing a 
previously active patient of the value of the con- 
servative program, implemented as it is by frequent 
visits to the doctor with full discussion of his 
personal problems, a comfortable bed, and a host 
of pills, we must be fully aware that such a pro- 
gram often encourages the development of a state 
of invalidism from which the patient may never 
recover. 


Here, then, is an exceedingly tough therapeutic 
situation. Whether or not the emotions have 
played any role in setting the stage for this drama, 
the emotional pattern of the chief characters, the 
patient and the physician, clearly play a very major 
role in determining the plot from that time on. 


While I have by no means worked out a formula 
for the successful resolution of these interwoven 
and complex factors, there are a few principles 
which I find useful in my practice. 


Gains Insight 


First, of course, is a real interest in and attention 
to the patient, his personal problems, and his re- 
action to his diesease. The rewards of this are 
varied. At the very least one gains an insight which 
makes the patient and his problems far more 
interesting than merely a mechanical one, involv- 
ing, say, joint mobility. 


As Dr. Peabody said,’* “The secret of the care of 
the patient is caring for the patient”—and to care 
for a patient one must get to know him. Not in- 
frequently, one discovers factors present in the 
patient’s life situation which are causing consider- 
able emotional stress, or which result in his deriv- 
ing secondary gains from being sick—take, for ex- 
ample, the patient recently seen in our clinic who 
is the only member of his family who works as a 
laborer rather than a professional man. 


For him, his arthritis, crutches and wheel chair 
may well provide a wonderful excuse—a life of 
“forced” invalidism rather than one of accomplish- 
ment. 


Second, convince the patient that there is some- 
thing to do and that it can be successful. Explain 
the reasons for the program you are suggesting, and 
emphasize that success or failure will depend in 
large part on his own efforts. 


Happily, the exercises provide one active release 
for the patient—a clear demonstration that there 
is something he can do. This positive approach is 
also enhanced by emphasis on what intellectual 
and recreational activities the patient can do de- 
spite his disease. 
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He must be taught, above all else, that by 
accepting certain limitation he can continue to be 
an active, effective individual—in other words he 
must learn to live with his disease. Vocational re- 
training may be very helpful in this regard. 


Identify Himself With Patient 


Third, a physician should identify himself with 
each and every phase of the patient’s medical man- 
agement. This involves not only incidental medical 
illnesses, but especially the various phases of the 
arthritis program which one ordinarily relegates to 
medical specialists such as the physical therapist, 
occupational therapist and others. 

This idea was given to me by a lawyer whom we 
were following in the Phillips House—who pointed 
out that, except for an initial interview with a 
physiatrist, he had carried out his vigorous exer- 
cises, Hubbard baths, and so forth for several 
weeks without supervision other than by the 
physical therapy technician. “How do I know she’s 
doing it right?” he asked. “How do I know the 
exercises won’t cause a heart attack?” The fact 
that he died 6 months later at another hospital of 
a heart attack, while doing his exercises, serves to 
further emphasize his point. 

It stands to reason that since so much of the 
active therapy falls into the hands of these ther- 
apists, the physician will be able to insure an 
optimal program and will gain much in the 
patient’s eyes by identifying himself with it. 


Too Much Importance On One Drug 


Fourth, do not permit the patient to put too 
much importance on any one drug or cure. 
Whether it is cortisone, butazolidine or gold, one 
must stress that it is not a cure-all but only one 
adjuvant to the over-all program. 


In this way the patient will avoid the disillusion- 
ment of pharmacological failure, and avoid dis- 
traction of his attention from his important job, 
which is learning to handle himself in a manner 
which will help heal his disease. 

Fifth and last, avoid, if possible, the curse of 
invalidism. It is obvious, as mentioned above, that 
this is sometimes exceedingly difficult to do both 
because of the patient’s basic personality and the 
severity of the disease. 

The big problem is recognition of the patients 
who present especially grave risks in this regard, so 
that one can modify the program accordingly. I 
think there are several important danger signals. 


Slow Recovery 


One of these is the history of excessively slow 
recovery following a previous acute illness. Frantic 
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hyperactivity may cloak hidden doubts about a 
patient’s own inner resources and should suggest 
the possibility that release through invalidism 
might, in the end, provide the easiest way out. 

The physician should likewise be concerned by 
those individuals whose vigorous protests at the 
initiation of a conservative program are rapidly 
silenced by obvious enjoyment of the regimen. The 
importance of recognizing each of these and other 
reactions to chronic crippling disease cannot be 
overemphasized. 

Faced with the choice of abondonment 6f most 
of the tenets of the conservative program, or 
creation of a full-time professional invalid, I would 
not hesitate to choose the former course. 


In the last analysis, therefore, with arthritis, as 
with the other diseases mentioned this afternoon, 
what really counts is not so much telling a patient 
or the referring physician what he ought to do, as 
convincing the patient of the merits of the program 
and seeing that it is carried out in the best possible 
manner. Each of us has his own methods of putting 
this difficult objective into effect. Let’s hope they 
are all successful! 
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Sudden Death During Labor and Puerperal State 


By FrepERICK P. BorNnsTEIN, M.D., El Paso 


Three cases presented at staff meeting of Providence Memorial Hospital, October 1957 


In few areas has medicine shown as much pro- 
gress as in the field of maternal mortality; death 
of the mother in the puerperal state has become 
a rarity. Even those cases which occur represent 
mostly diseases happening coincidentally to preg- 
nancy and not inherent complications. Recently, 
I had occasion to observe three such cases on 
which complete autopsy findings were obtained. I 
think they are unusual enough to warrant publi- 
cation. 


CASE 1 


This 20-year-old woman, Para II, Gravida II 
had an uneventful pregnancy and normal delivery 
on September 2. At no time did she have any 
hypertension or albuminuria, Twelve hours after 
delivery she started to complain about dizziness 
and headache. Her blood pressure went up to 
220/110. Oliguria developed, not accompanied by 
albuminuria. She sank into a coma and died 24 
hours after delivery, 


Autopsy revealed a young woman, measuring 
approximately 165 cm. in length and weighing 
approximately 60 gk. The internal genitals showed 
an essentially normal post-partum state. The liver 
was somewhat smaller than usual. The right lobe on 
the superior and inferior surface showed numerous 
confluent areas of hemorrhage. The cut surface 
showed numerous irregular hemorrhages of the type 
commonly associated with eclampsia (Fig. 1). The 
brain showed extensive edema, especially in the 
left hemisphere. The left ventricle was filled with 
blood and a large hemorrhage had destroyed 
most of the white substance of the left hemisphere. 


Diagnosis: (1) Cerebral hemorrhage; (2) Dif- 
fuse hemorrhage of liver, eclampsia type. 


Comment: There is no question that the find- 
ings in the liver are characteristic of post-partum 
eclampsia. However, there exists reasonable doubt 
that this eclampsia in itself would have produced 
death. The brain changes suggest the following 
course of events: 


From the Pathology Department. 
Providence Memorial Hospital, 
El Paso 
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Most likely this patient had a congenital an- 
eurysm of one of the major branches of the arter- 
ies of the circle of Willis. The sudden increase in 
blood pressure due to eclampsia produced a rup- 
ture of this aneurysm with subsequent cerebral 
hemorrhage and death, Cerebral hemorrhage in 
young people, although fairly uncommon, consti- 
tues a major cause of sudden unexpected death in 
apparently healthy young people. This is also 
demonstrated by the second case. 


CASE 2 


This 27-year-old woman, the mother of several 
children, had an uneventful pregnancy and a nor- 
mal delivery. A few hours after delivery she be- 
came comatose and a spastic paralysis of the left 
arm manifested itself. Her blood pressure re- 
mained normal. The neurological symptoms pro- 
gressed rapidly, producing a spastic quadriplegia 
and the patient died 12 hours post-partum. 





Figure 1. Liver, typical changes of eclampsia 


Examination of the chest and abdomen at au- 
topsy was not remarkable. There were the usual 
normal post-partum changes. The brain weighed 
1200 grams and was markedly edematous, On 
sectioning, again a large cerebral hemorrhage was 
found which originated in the neighborhood of 
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the left ventricle (Fig. 2). The hemorrhage had 
broken through to the right side and filled the 
right, third and fourth ventricles. 





Figure 2. Brain, extensive cerebral hemorrhage 


Comment: In this particular case the hemorr- 
hage was not preceded by any rise in blood pres- 
sure and the whole sequence of events must be 
considered totally unrelated to pregnancy and 
labor. 

CASE 3 

This 23-year-old woman was admitted with 
fever, cough and generalized aches and pains. 
Last menses December 10, 1956, Patient, term 
pregnant, had gone into labor 10 hours before 
admission. 


Examination revealed a woman, term pregnant, 
dyspneic and coughing, with temperature 103, 
pulse 120, respiration 52, blood pressure was 
110/70, heart sounds quiet. The clinical impres- 
sion was left ventricular failure, X-ray suggested 
pulmonary edema. Antistreptolysin titer was 250 
units, Hb. 12 percent, white count 14,000 the 
urine showed 3 + albumin. Therapy consisted of 
intensive digitalization and aminophyllin. Uterine 
contractions continued, The patient became rapid- 





ly worse and died 48 hours after admission. 


Autopsy revealed a young woman approximate- 
ly 160 cm. in length and weighing approximately 
65 kg. The external appearance corresponded to 
term pregnancy which was found in a normal 
condition, The heart was rather small. The peri- 
cardium was smooth and glistening, with some 
petechial hemorrhages in the left apex. On the 
superior margin of the mitral valve on all leaflets, 
there were present numerous tiny grayish verruc- 
ous vegetations, permitting a gross diagnosis of 
acute verrucous endocarditis. On microscopic 
examination, these verrucous deposits were com- 
posed of fibrinoid material. In addition, micro- 
scopic examination of the myocardium revealed 
marked interstitial edema and perivascular infil- 
trations of lymphocytes and plasma cells. 


Comment: Although, I was unable to demon- 
strate Aschoff bodies, the general histo-pathologi- 
cal picture and the level of the antistreptolysin 
titer make it quite certain that this patient had 
an acute rheumatic endocarditis and myocarditis. 


It has been my observation that those rheumatic 
patients who become rapidly decompensated who 
do not respond to digitalization and who die 
rather quickly on autopsy show an acute, active 
myocarditis. This again, then, is a case where an 
independent disease coincided with a pregnancy 
and this disease is primarily responsible for the 
death of the patient. 


SUMMARY 


These three cases are reported of rather young 
women who died in labor or in the puerperal 
state. In all three cases, an intervening disease 
was the main cause of death, a disease of a type 
which frequently kills people of this age group 
without the complication of pregnancy. In a strict 
sense, these cases cannot be considered “‘maternal 
death”. 
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The Broad Symptomatologic Spectrum In Injuries of the Cervical Spine 
By |. William Nachlas, M.D., Baltimore 


University of Colorado Schedules Conference on Edema 


Emotional Factors in Rheumatic Diseases: Their Role and Treatment 
By Peter J. Warter, M.D., Philadelphia 


Mucoid Adenocarcinoma: Case Report 
By W. R. Gaddis, M.D., El Paso 


Current Therapy — Acute Coronary Occlusion (continued); 
Anticoagulant Therapy .. 


By Jack A. Bernard, M. D., EI Paso 
With a Discussion by Dr. Lester C. Feener, El Paso 


University of Texas Postgraduate Session Scheduled in 
El Paso, February 23 


Aphorisms and Memorabilia — Tryths and Concepts Concerning 
The Bronchopulmonary System ; 
Edited by Andrew M. Babey, M.D., les Croces, N. M. 


Orthopaedic Surgery Notes .. 
By W. Compere Basom, M.D., El Paso 


The President's Column — Suggestions on Purposes and 
Goals of Southwestern Association Urged 
By Louis G. Jekel, M.D., Phoenix 


Monthly Clinical Pathalogical Conference of El Paso General Hospital 
“Frederick P. Bornstein, M.D., Editor 
Presentation of Case by Ward Evans, M.D. 
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she needs support, too... 
during a“ and throughout lactation 
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vitamin-mineral combination 


She balances her nutritional needs by adding to her diet NATABEC Kapseals prescribed 
by her physician. As a dietary supplement, NATABEC provides vitamins and minerals for 
nutritional support, helping to promote better present and future health for the mother and 


her child. 
each NATABEC Kapseal contains: Synkamin® (vitamin K) 
Calcium carbonate ........ . 600 mg. (as the hydrochloride). . ... . . O05 mg. 
‘Ferrous sulfate. . .......- ‘Ae, PAR te ek We oie . « 10mg. 
Meo ie ak Chad Woes . 400 units Nicotinamide (niacinamide) . . . . . 10mg. 
Vitamin B, (thiamine) mononitrate . . . 3mg. Vitamin By, (pyridoxine hydrochloride). . Smg. 
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_ Asa dietary supplement during pregnancy and throughout lactation, one or more kp daily. Available 
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